We identify two distinct components of parent participation in intensive family preservation services: collaboration in treatment planning and compliance with program expectations. Using hierarchical linear models, we explore influences on collaboration and compliance at the case, worker, and program levels. Effects of cross-level interactions are also examined. Parental substance abuse, mental health problems, minority status, and lack of extended family support predict lower levels of participation. Workers' perceptions of their clients and of their own working conditions appear to influence client participation. Program factors matter as well, although some operate in tandem with case characteristics and worker perceptions.
Some parents and other primary caregivers of abused or neglected children are compelled to participate in intensive family preservation services (FPS). These short-term, home-based interventions are designed to change parenting behavior and improve family living conditions in order to reduce the risk of further harm to children and to avert out-ofhome placement. Parent participation in these programs is necessaryalbeit insufficient-to achieve such goals. There is some evidence that greater parental involvement in treatment planning is related to better compliance in FPS, which in turn reduces the risk of subsequent reports of child maltreatment and out-of-home placements (Littell 1999) . 2 Thus, whatever success FPS have may at least partly hinge on their ability to engage involuntary clients in intensive, home-based treatment-a difficult task indeed.
Most studies treat participation as a product of client characteristics (Moore-Kirkland 1981; Gitterman 1983; Miller 1985; Walitzer, Dermen, and Connors 1999) . To our knowledge, no studies examine multilevel (client, worker, and program) influences on treatment participation or effects of cross-level interactions. To date, there have been no empirical investigations of factors associated with variations in client participation in FPS. Here, we explore the influence of a variety of case, worker, and program characteristics. We use these variables-and interactions among them-to explain two distinct components of participation in FPS: collaboration in treatment planning and compliance with program expectations. Although our study is of FPS, we draw on research in other settings and indulge in some speculation about the broader implications of our work.
Background
Intensive FPS were developed in the 1970s and fostered by the Adoption Assistance and Child Welfare Act of 1980 , which required states to make ''reasonable efforts'' to prevent the out-of-home placement of children. In the late 1980s and early 1990s, most states instituted family preservation programs. Federal funds for FPS became available under the Omnibus Budget Reconciliation Act of 1993 and the Adoption and Safe Families Act of 1997 . Provided in families' homes and communities, FPS include parent education, counseling, assistance with household chores, material aid, referrals to other community resources, and advocacy (Child Welfare League of America 1989; Kinney, Haapala, and Booth 1991) . Most FPS programs are shortterm (1 to 4 months) and intense, involving up to 15 hours of face-toface contact between workers and clients per week (National Evaluation of Family Preservation Services 1995; Fraser, Nelson, and Rivard 1997) . And although FPS are often described as family based, intervention tends to focus on the children's primary caregiver, usually their mother.
Referrals to FPS are usually made by staff of public child welfare agencies, following the investigation and substantiation of reports of child abuse or neglect. Child welfare investigations take place without the consent of the parent or primary caregiver, thereby establishing the involuntary nature of FPS and other child welfare services (Budde 1990) . In some cases, the courts have ordered parents to participate in FPS and even to meet specific service objectives within these programs. Thus, clients typically enter family preservation programs under coercive circumstances, including the threat (real or perceived) of child removal as a consequence of nonparticipation.
To reduce the risk of further harm to children in their own homes, parents must engage in a process of change, whether this involves altering their parenting behavior, living conditions, or both. To engage parents in FPS, workers are urged to ''treat clients as colleagues'' and develop collaborative relationships with them (Fraser, Pecora, and Haapala 1991; Kinney et al. 1991) . At the beginning, case-specific treatment plans and objectives are usually developed to tailor the intervention to the particular needs of a family. The client's willingness and the clinician's ability to establish an agreed-on set of relevant goals are central in FPS (Schwartz, AuClaire, and Harris 1991; Cimmarusti 1992 ). Yet, collaboration with involuntary clients can be difficult. Parents and FPS workers often have divergent views of the nature of family problems and the proper courses of action. As in other work with involuntary clients, treatment plans may include a mixture of objectives identified by the client along with some items (related to child protection issues) that are not negotiable (Murdach 1980; Cingolani 1984; Rooney 1992) .
The treatment-planning process often establishes the tenor and direction of future client-worker interactions. Client involvement in this process is thought to increase the perceived relevance of the intervention and to generate greater client commitment to the goals and tasks of treatment (Cimmarusti 1992; Littell 1999) . However, there is little empirical information on the extent to which this kind of collaboration actually occurs in FPS. In Illinois, where our study was conducted, there was considerable variation in the extent of client involvement in treatment planning and agreement with treatment plans (Schuerman, Rzepnicki, and Littell 1994) .
In addition to collaboration in treatment planning, client participation in FPS involves compliance with program expectations. These expectations include keeping scheduled appointments with workers, completing assigned tasks, and cooperating with workers in implementing treatment plans. Depending on the nature of family problems, the tasks assigned to FPS clients may relate to the care and supervision of children, the use of safe disciplinary measures, the performance of certain household chores or repairs, or contacts with other service providers. Some of the practical barriers to keeping appointments in agency-based services (e.g., transportation and scheduling problems) are resolved by the home-based design of FPS.
3 But FPS clients are by no means a captive audience; some are absent when workers arrive or refuse to let them enter the home. FPS workers report that some caregivers ''are openly hostile, others appear cooperative while avoiding tasks, some show great interest in the [material] benefits of the program . . . but not the child protection issues, and some exhibit considerable motivation'' to change (Budde 1990, pp. 15-16) . Clients' exposure to FPS intervention is moderated by the extent to which they keep appointments, complete assigned tasks, and cooperate with FPS workers. In Illinois, there was considerable variation on measures of these three aspects of compliance (Schuerman et al. 1994) , and these variations were predictive of certain outcomes (Littell 1999 ).
Conceptual Framework
Although most explanations for variations in treatment participation have centered on client variables (Moore-Kirkland 1981; Gitterman 1983; Miller 1985; Walitzer et al. 1999) , we view participation as a function of multiple influences, including those at the case, worker, and program levels (see fig. 1 ). In this view, participation is a goal and intermediate outcome of intervention, not an immutable product of client characteristics. Here we focus on predictors of collaboration and compliance in FPS. The model we tested is represented by the dark arrow in figure 1 .
We examine the effects on participation of case characteristics, but these are primarily viewed as control variables. We are more interested in worker and program effects, since these have been underinvestigated. We examine the direct effects of worker characteristics on client participation along with the effects of interactions between worker and client variables. We expect program characteristics to have both direct and indirect effects by providing conditions that facilitate or impede client participation and by enhancing or hindering workers' efforts.
Case-Level Predictors
The presence of chronic or severe parent and family problems, especially those that impair caregiver functioning, may predict initial difficulties in treatment participation. There is evidence that parental substance abuse is related to noncompliance with court-ordered assessments and treatment in cases of child abuse and neglect (Famularo et al. 1989; Murphy et al. 1991; Butler, Radia, and Magnatta 1994) . Cases of chronic child neglect are thought to be particularly difficult to engage in FPS because many of these families have long-standing problems in multiple areas (Berry 1993) . The presence of parental mental health problems, severe child-care skill deficits, and inadequate housing pose special challenges for FPS workers (Littell and Schuerman, in press ). Therefore, we expect to find lower levels of participation in FPS among caregivers with any of these presenting problems.
Early childbearing and minority group status are among the background characteristics associated with low rates of participation in outpatient mental health services (Kazdin, Holland, and Crowley 1997) . These are ''variables of convenience'' that are easily obtained and encompass broad characteristics ''that neither shed light on the possible mechanisms involved in [participation] nor suggest guidelines for where, when, and how to intervene'' (Kazdin et al. 1997, p. 453) . We include measures of parental age and race in our study to control for variations in these factors.
Family cohesion and the influence of significant others have been linked to variations in compliance in health care (Blackwell 1997) and to continuation in outpatient mental health services (Armbruster and Fallon 1994; Kazdin et al. 1997) . Family conflict over involvement in FPS may impede caregiver participation, while family support is likely to enhance it.
The influence of court orders on treatment participation has been the subject of several other studies in child welfare (e.g., Wolfe et al. 1980; Irueste-Montes and Montes 1988; Famularo et al. 1989 ), but results are not consistent across studies. It seems that a reciprocal relationship may exist between court involvement and treatment participation. Hoping that the ''long arm of the law'' will enhance participation, some FPS workers seek court orders in cases of parental noncompliance. In this study we examine the influence on participation of court involvement prior to the referral to FPS.
Case-level variations in treatment participation are also likely to be affected by the amounts and types of services provided. For example, clients who are actively involved in treatment planning may request (and receive) more material aid, and the receipt of tangible benefits may increase their willingness to participate in FPS. For reasons discussed below, we did not examine relationships between case-level service delivery characteristics and participation, but this is an important topic for another study.
Worker-Level Predictors
Caseworkers who work with families of abused and neglected children in their homes and communities require a high level of stamina and skill. Successful caseworkers must be responsive to individual needs and unexpected problems, able to form personal relationships with parents and other family members, and tenacious in advocating for clients in other service systems and bureaucracies (Glisson and Hemmelgarn 1998, p. 404 ; also see Halpern 1997) . We expect worker background characteristics (e.g., education and experience), views of clients, and attitudes toward their work to affect job performance, which in turn may affect client participation.
Caseworkers' education and training are thought to influence both their style and effectiveness (Pecora, Fraser, and Haapala 1991) , although it is not clear whether FPS workers with advanced degrees are more effective than others (Fraser, Pecora, and Lewis 1991) . Workers with advanced training may possess greater knowledge and skills, but professionalism and higher socioeconomic status may increase their social distance from clients (Soulé, Massarene, and Abate 1993) . We consider how parent participation is affected by workers' race, education, and professional experience in three fields (child welfare, individual and family therapy, and home-based services). These background variables may be directly related to participation or may interact with case characteristics, that is, some workers may be more effective in engaging certain kinds of clients.
FPS workers' beliefs about the nature and etiology of family problems have some bearing on their casework activities, which in turn are related to clients' responses to treatment (Kim 1993) . Hye Lan Kim (1993) identified two general orientations held by FPS workers: a psychological orientation, in which emphasis is placed on intrapersonal and interpersonal problems, and a sociological orientation, in which child maltreatment is viewed as a function of poverty, discrimination, and other extrafamilial factors. Akin to concerns about ''parent blaming'' in mental health, we posit that workers who tend to focus on clients' personal deficits will be less effective than others in engaging parents in FPS.
Workers' attitudes toward their work are thought to affect the quality of services provided to clients (Kirk, Koeske, and Koeske 1993) , which may affect client participation. Although child welfare workers have reported moderate to high levels of job satisfaction, their work environments are characterized by considerable role ambiguity and stress ( Jayaratne and Chess 1984) . In relation to job stress, much attention has been paid to the phenomenon of worker burnout-a cluster of symptoms including emotional exhaustion, low sense of accomplishment, and the depersonalization of clients (Drake and Yadama 1996) . Just as problems that impair client functioning may serve as impediments to participation in FPS, burnout is likely to compromise the worker's ability to engage parents and encourage participation. Other factors likely to affect job performance include workers' senses of job clarity (vs. role ambiguity; see Jayaratne and Chess 1984; Stott and Musick 1994) , autonomy (Lipsky 1980) , and the quality of supervision (Halpern 1997; Um and Harrison 1998) . We expect that greater role clarity, autonomy, and perceived support from supervisors facilitate home-based work with child welfare clients.
Considerable differences exist between FPS workers regarding the extent to which they involve clients in treatment planning. In Illinois, formal treatment plans were viewed by some workers as an important part of the casework process, while others saw this as a paperwork chore or a meaningless bureaucratic requirement ''separate from the most important elements of intervention'' (Rzepnicki and Budde 1991, p. 124) . Although most FPS workers thought that involving clients in service planning was extremely important, case objectives were often based on problems identified by the worker (Schuerman et al. 1994) . Some workers took the lead in setting goals and developing treatment plans because they believed it was helpful to provide structure and direction for families (Littell and Howard 1990) or because they thought that child protection concerns outweighed parents' interests. In this study, we expect worker-level differences in collaboration, but we do not attempt to identify all of the reasons for this variation.
Program-Level Predictors
Although ''good practice with multiply vulnerable families requires support for frontline providers themselves'' (Halpern 1997, p. 266 ; see also Stott and Musick 1994) , little is known about the program structures and supervisory supports needed to promote effective FPS . Organizational structures can ''provide the detailed guidance and emotional support that sustain day-in, day-out work. Yet attending to the internal structure of human service programs . . . is one of the most overlooked essentials of good services. It is especially critical in helping frontline providers and supervisory staff recognize and work to neutralize (to the extent possible) the stresses attendant to . . . working with multiply vulnerable families'' (Halpern 1997, p. 268) .
Over the past 50 years, extensive research in business and industrial organizations has shown that employees' shared attitudes about their work-the organizational climate-are important predictors of organizational effectiveness (Glisson and Hemmelgarn 1998) . Although there has been relatively little research on this topic in human service organizations, Charles Glisson and Anthony Hemmelgarn (1998) showed that positive organizational climate predicted better quality services and more positive outcomes in children's services. Because they operate in highly stressful situations, the ''climate of their work environments should be powerful determinants of how caseworkers respond to unexpected problems, the tenacity with which difficult problems are solved, and the affective tone of their work-related interactions with children and families'' (Glisson and Hemmelgarn 1998, p. 404) . Positive climates may complement and encourage the type of casework activities that enhance client participation. On the other hand, heavy workloads and negative climates may interact with worker characteristics to create workrelated stressors that can result in burnout (Cherniss 1980; cited in Um and Harrison 1998) . We expect organizational climate to affect client participation indirectly, through its impact on workers and their job performance.
There was considerable variation among the FPS programs in our study in terms of the structure and emphasis of services. Small caseloads, intense client contact, and an emphasis on providing material aid, clinical services, and case-level advocacy efforts are thought to be important elements of FPS (Fraser, Pecora, and Haapala 1991; Kinney et al. 1991; Pecora et al. 1991 ) and may affect client participation.
Finally, we explore the differences between programs in a large urban area (Chicago) and those in the remainder of the state. The urban area poses special challenges for clients and workers that may affect collaboration and compliance (e.g., physical dangers and problems associated with the size and bureaucratic nature of local service organizations).
Research Design
Our analysis is based on data gathered during a large-scale evaluation of FPS in Illinois. Family preservation services were provided by 64 private agencies under contracts with the Illinois Department of Children and Family Services (DCFS). Although DCFS set guidelines regarding the duration, intensity, and types of services to be provided in these programs, the private agencies had latitude to develop FPS programs that reflected their own experience, philosophy, clientele, and community needs. This led to many variations in structure and emphasis across programs. Family preservation services were usually provided over a 3-month period and included some mixture of clinical interventions and material aid (Schuerman et al. 1994 ). On average, families had 5-6 hours of in-person contact with FPS workers per week, but this varied across sites (Schuerman et al. 1994) . Most contacts occurred in the family's home and, to a lesser extent, en route to other agencies.
Families with substantiated reports of child abuse or neglect were referred to FPS programs by DCFS workers. Initial eligibility criteria included the stipulation that at least one child in the family was at ''imminent risk'' of out-of-home placement, but few FPS cases actually met this criterion (Schuerman et al. 1994) . Informally, referral criteria shifted, and families who were thought to need further assessment or assistance were sent to FPS (Littell et al. 1993) . Most of the families in our sample had young children (56 percent had at least one child under 2 years old), 43 percent were headed by single adults, and 40 percent of the primary caregivers were African American. Family problems identified by workers included parental mental health problems (in 37 percent of the cases), severe child-care skill deficits (42 percent), inadequate or dangerous housing (27 percent), and substance abuse (36 percent). Cases of sexual abuse in which the perpetrator was still in the home were not eligible for FPS; few cases of sexual abuse were referred.
The evaluation of the Illinois FPS programs was conducted by the Chapin Hall Center for Children at the University of Chicago, under contract with DCFS (see Schuerman et al. 1994) . Data on family preservation clients, caseworkers, agencies, services, and outcomes were collected from 1989 to 1993. Information on family and service characteristics was obtained on a 12-page service summary form, which was completed by the FPS caseworker approximately 90 days after the family's referral. Additional case information was retrieved from state administrative records.
For purposes of this analysis, we excluded cases served in the first year (1989), when the FPS program had not been fully implemented, and those that entered the program after March 1991, when data collection efforts began to concentrate on selected experimental sites. Our sample is the cohort of all (2,681) families who entered family preservation programs in Illinois over a 15-month period from January 1, 1990 , through March 31, 1991 . Valid data on all case-level measures in our analysis are available for 2,246 (84 percent) of these families. Cases without valid data were dropped from further analysis.
The families in our study were served by 334 private agency caseworkers. Data on worker demographics and prior work experience were gathered via a self-administered survey completed by 86 percent of the workers in our sample. Most (80 percent) of these caseworkers were female, 44 percent were under age 30, and 38 percent held master's degrees. On an annual basis, FPS workers were asked to complete another questionnaire, adapted from the Family-Based Services Inventory (Nelson, Landsman, and Hutchinson 1986) and the Maslach Burnout Inventory (Maslach and Jackson 1986) , which included questions about their working conditions, program philosophy and emphasis, views of the kinds of families they served, and factors related to staff turnover and burnout. Two-thirds of the workers in our study responded to one or more of these annual surveys. We discuss below the methods used to handle missing data on these instruments.
In sum, our analysis includes 2,246 families served by 334 workers in 64 private social service agencies. Each worker served up to 32 cases in our sample (mean ϭ 6.7, median ϭ 4.0), and there were up to 16 workers in each program (mean ϭ 5.2, median ϭ 5.0). The Illinois data provide a rich source of information for our purposes. Although many current FPS programs closely resemble those in Illinois in the early 1990s, our results cannot be generalized to programs in other states or even to present-day programs in Illinois.
Measures
Treatment participation.-On the service summary form, FPS caseworkers rated the extent to which the primary caregiver participated in developing a service plan, agreed with the plan, initiated contact with the agency, kept scheduled appointments, completed assigned tasks satisfactorily, and cooperated with them. These six items, rated on threepoint, ordinal scales, were submitted to maximum-likelihood factor analysis with promax rotation (see Littell 1999) . Two underlying factors were revealed: two variables-participation in treatment planning and agreement with treatment plans-loaded, at .79 or higher, on the first factor, which we called ''collaboration.'' Three variables-keeping appointments, completing tasks, and cooperation-had loadings of .64 or higher on the second factor, which we called ''compliance.'' Contact initiation was not associated with either factor (loadings were under .4) and was dropped from further analysis. For subsequent analysis, we created two additive scales, one representing each factor, by computing the means of original variables and then converting them to z -scores. Both scales demonstrated acceptable internal consistency (for collaboration, Chronbach's a ϭ .74; for compliance, a ϭ .86). The two scales were correlated at .53. Both scales are used here but not in the same analysis.
Case-level predictors.-Predictors of collaboration and compliance include dummy variables representing the caregivers' age (teenage or older), race (African American or other), court involvement prior to referral to FPS, and FPS caseworkers' reports of the presence of parental mental health problems, severe child-care skill deficits, substance abuse, and housing problems (table 1) . We also included the number of previous substantiated reports of child neglect (derived from state administrative data) and FPS workers' ratings of the influence of extended family members.
Worker characteristics.-We examined worker characteristics, including dummy variables representing race (African American or other), edu-cation (master's degree or less), and prior work experience (of 1 year or more) in child welfare, in-home services, and individual or family therapy (see table 2 ). Based on Kim's (1993) work and our replication of her analysis in this sample, we created a ''deficit orientation'' scale that represents the extent of worker agreement with items indicating that their clients had ''problems of their own making,'' skill deficits, little motivation, and few strengths. A 17-item burnout scale was adapted from the Maslach Burnout Inventory (Maslach and Jackson 1986) . 4 Working conditions.-On the annual surveys, workers used a four-point scale to rate the adequacy of the supervision they received. Twenty-five items were used to assess workers' views of other aspects of their working conditions, and factor analysis revealed several underlying dimensions, which we labeled job clarity, autonomy, enough time to complete the work, and positive climate. Job clarity was best represented by a single item, which was retained in its original format. Scales were created based on the original items that loaded on the factors we called autonomy (five items), enough time (four items), and positive climate (eight items). There was substantial variation between workers within programs on the perceived adequacy of supervision, job clarity, and autonomy scales; these are retained as worker-level variables (see table 2 ). Worker ratings of time pressure and climate were rather consistent within programs, but there were significant differences between programs on these two measures; hence, aggregate scores (program-level means) are treated as program characteristics (table 3) . Measures of internal consistency are reported in tables 2 and 3 (Chronbach's as are about .7 or higher). 
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Note.-FPS ϭ family preservation services; N ϭ number.
Program characteristics.-Our program characteristics include average caseload size, region (Chicago or other), and aggregate measures of service delivery. For the latter, we computed the mean intensity of services (hours of in-person contact per day) across cases in a program, mean number of concrete services provided, proportion of cases in which there was (reported) advocacy work, and the proportion of cases that received individual or family counseling in FPS. There were significant differences between programs on all of these variables (table 3) . With the exception of region, our program-level measures are not independent of worker-or case-level data. The internal consistency of these measures depends on the amount of variation within programs as well as the size of the worker and case samples within each program. Estimates of the reliability of program-level means range from .66 to .93 (see table 3 ).
Analytic Models

Preliminary Analysis
Missing values on worker-level predictor variables were imputed using the regression method; there were no missing values on the two criterion
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Social Service Review Note.-N ϭ number. * Scale of five items (each rated on a four-point Likert scale): ''I had the freedom to decide what I did on the job,'' ''I was given a chance to do the things I do best,'' ''I decided the speed with which I worked,'' ''It was my responsibility to decide how my job got done,'' and ''I decided who I worked with on the job'' (Chronbach's a ϭ .74).
† Scale of seven items indicating agreement (on a four-point Likert scale) that most of the families: ''had some problems of their own making,'' ''were deficient in some parenting skills,'' ''lacked motivation to change,'' ''came from troubled families themselves,'' ''were very disorganized,'' ''were deficient in some housekeeping skills,'' and ''didn't have a lot of strengths'' (a ϭ .65).
‡ Standard score based on the mean of 17 items adapted from Maslach and Jackson's (1986) Burnout Inventory (a ϭ .82). (participation) variables. To avoid multicollinearity, we selected predictor variables that had low zero-order correlations (Ͻ ͉.3͉) with all other predictors at that level. We then ran ordinary least squares regressions on each participation scale, using Huber corrections for autocorrelated observations. 6 Variables that were not related to either participation scale were dropped from further analysis. Case-level characteristics that were unrelated to collaboration or compliance were the number and ages of children, single parent status, the number of prior reports of child abuse, and prior out-of-home placements. Nonsignificant worker characteristics included gender, age, and an overall rating of job satisfaction.
Some service characteristics (e.g., the number of concrete services provided) were strongly associated with collaboration and compliance, but the direction of causality in these relationships was unclear. Thus, we developed simultaneous equations, estimated with three-stage least squares, to determine whether there were reciprocal relationships between the service variables and the participation scales. There were significant effects in both directions: service characteristics affected participation, and participation affected service characteristics. Preliminary analysis also indicated that case-level measures of service delivery were related to both client and worker characteristics. Since we could not untangle these relationships in the present study, we decided to forgo analysis of the potential impact of case-level service characteristics on collaboration and compliance.
Hierarchical Linear Models
Hierarchical linear modeling (HLM) is useful for analyzing clustered observations (Bryk and Raudenbush 1992) . Our observations are nested in a three-level hierarchical structure: multiple cases are served by each worker, and workers are clustered within programs. Simple HLM models provide the best estimates of the proportion of variance in criterion variables that can be attributed to each level. More complex models are used to estimate the effects of predictor variables and cross-level interactions. In this study, three-level HLM is used to estimate the effects on collaboration and compliance of (1) case characteristics, (2) worker characteristics, (3) interactions between variables at the case and worker levels, (4) program characteristics, (5) interactions between case and program variables, and (6) interactions between worker and program variables. First, simple three-level hierarchical linear models are used to identify the proportion of variance in collaboration and compliance that lies between cases served by the same worker (level 1), between workers within each program level (level 2), and between FPS programs (level 3). At level 1 (the case level), the simplest, ''fully unconditional,'' model is
where Y ijk is the score for case i served by worker j in program k; p 0jk is the mean for worker jk; and e ijk is a level 1 random effect, the deviation of the case score from the worker mean. At level 2, each worker mean becomes a dependent variable and is modeled as a function of b 0k , the program mean, and a level 2 random effect:
At level 3, the program mean is a function of the grand mean, g 0 , and a level 3 random effect, u k :
In combined form, the fully unconditional model is
that is, the score for any individual case is equal to the grand mean, plus the deviation of the program mean from the grand mean, the deviation of the worker mean from the program mean, and the deviation of the case score from the worker mean.
To identify the impact of case, worker, and program characteristics on treatment participation, we add predictor variables to the models at all three levels. First, all level 1 predictors (including dummy variables) are centered around their grand means, so that the intercept, p 0jk , represents the mean participation score for worker j in program k, adjusted for differences in caseload composition. For example, approximately 10 percent of the primary caregivers in the sample are teenagers. By centering the dummy variable for teenage caregiver around its grand mean (.098), the variable now takes on one of two values: .902 (1 Ϫ .098) and Ϫ.098 (0 Ϫ .098). Grand-mean centering adjusts for differences between workers in the proportion of teenage caregivers in their caseloads. (For convenience and ease of interpretation, we also centered all level 2 and level 3 predictors around their grand means.) At each level, we limit the number of parameter estimates (to conserve statistical power) by using backward elimination of variables that are not statistically significant (at p Ͻ .05).
The level 1 ''unconditional'' model is
where X pijk represents the value of a level 1 predictor for case ijk. There are p predictors, each centered around its grand mean. Expression p pjk is a level 1 coefficient (slope), showing the direction and strength of the relationship between the predictor and the dependent variable, Y, for worker j in program k.
At the second level, we model the effects of worker characteristics on mean participation values for each worker as
where w qjk is a worker-level predictor, centered around its grand mean, and b qk is the corresponding slope. At level 3, the model is
Expression g s is a level 3 slope, and A sk is the value of a level 3 predictor for program k, which is centered around its grand mean.
In combined form, the three-level unconditional model is
In other words, the value of participation for any given case is equal to the grand mean plus the sum of the effects of program characteristics, plus the sum of the effects of worker characteristics, plus the sum of the effects of case characteristics, plus random error (unexplained variance) at all three levels. The impact of a higher-level variable is measured as its effect on a lower-level intercept.
Thus far, we have treated intercepts (means) as outcomes and predictor variables as fixed effects. But the effects of worker and program characteristics may not be constant across cases. As indicated above, interactions between worker and client characteristics may affect collaboration and compliance, and certain organizational environments may foster participation among some kinds of clients and not others. For example, parental substance abuse is related to relatively low levels of compliance in FPS, but some workers and programs may be more effective than others in these cases. If so, the level 1 slope for substance abuse will not be constant across either workers or programs. These variations may be random or nonrandom; nonrandom variations are those that can be explained by worker or program characteristics.
In ''conditional'' hierarchical linear models, slopes are treated as outcomes of one or more predictor variables at the next level. In addition to modeling sources of variation in worker and program means, we examine sources of nonrandom variation in the slopes of level 1 and level 2 predictors. First, we identify worker characteristics that relate to systematic variations in the slopes for case characteristics, although we are well aware that our data cannot capture the complexity of these interactions. When level 1 slopes are treated as outcomes,
where p pjk is the slope of a level 1 predictor (p) for worker j in program k, and b p 0k is the mean value of that slope for program k. Similarly, b pqk , a level 2 coefficient, can be expressed as a function of the grand mean of that coefficient (slope) plus the effects of level 3 predictors and random error.
To explain variations in level 1 slopes, level 2 predictors are selected using backward elimination. With level 2 predictors in the models, we add level 3 variables and eliminate those that are not significant. Using level 3 predictors, we then explore sources of nonrandom variation in the effects of level 2 variables on the dependent measures. To capture cross-level interactions, the main effects of variables that relate to lowerlevel slopes are retained (in equations of worker or program means) regardless of whether these main effects are statistically significant.
When we allow each of the slopes to vary randomly at higher levels (with predictors in the models), none of the random variations are statistically significant. Hence, we treat all slopes as fixed or nonrandomly varying (i.e., functions of higher-level variables).
The final, conditional model of collaboration is: b 00 ϭ g 000 ϩ g 001 (concrete services) ϩ g 002 (advocacy) ϩ g 003 (counseling) ϩ g 004 (Chicago)ϩ u 0 b 50 ϭ g 500 ϩ g 501 (counseling) ϩ g 502 (Chicago)
The conditional model of compliance is:
compliance ϭ p 0 ϩ p 1 (substance abuse) ϩ p 2 (parental mental health problems) ϩ p 3 (housing problems) ϩ p 4 (child-care skill deficits) ϩ p 5 (teenage caregiver) ϩ p 6 (caregiver race) ϩ p 7 (chronic neglect) ϩ p 8 (prior court involvement) ϩ p 9 (extended family influence) ϩ e level 2: b 00 ϭ g 000 ϩ g 001 (caseload size) ϩ g 002 (service intensity) ϩ g 003 (concrete services) ϩ g 004 (advocacy) ϩ g 005 (counseling) ϩ g 006 (Chicago) ϩ u 0 b 02 ϭ g 020 ϩ g 021 (Chicago) b 04 ϭ g 040 ϩ g 041 (service intensity) b 10 ϭ g 100 ϩ g 101 (caseload size) b 60 ϭ g 600 ϩ g 601 (concrete services) b 90 ϭ g 900 ϩ g 901 (counseling) ϩ g 902 (Chicago)
Results
We present summaries of hierarchical linear models of collaboration and compliance in table 4. The fully unconditional models show the proportion of variance in the criterion variables that can be attributed to each level (there are no predictor variables in these models). Workers and programs account for small but statistically significant proportions of the variance in both participation scales. On collaboration, 83 percent of the variance is between cases (within workers), 13 percent between workers (within programs), and 4 percent between programs. On compliance, 92 percent of the variance is at the case level, 5 percent at the worker level, and 4 percent at the program level. It appears that workers make distinctions between cases, particularly on compliance measures, rather than responding in uniform ways across cases. The unconditional models yield estimates of the proportion of the variance that is explained by the direct effects of predictor variables at each level. (In these models, means are treated as outcomes.) Case-level predictors account for 2 percent of the total variation in collaboration and 8 percent in compliance. Roughly one-third of the variance at the worker level is accounted for by the predictor variables at this level; this amounts to 4 percent of the total variance in collaboration and 2 percent in compliance. More than three-quarters of the variance at the program level is explained; this is 3 percent of the total variance in collaboration and compliance. The addition of cross-level interactions (slopes as outcomes) in conditional models increases the proportion of variance explained at the case level. For compliance, slight increases are also found at higher levels. Overall, worker variables account for the largest proportion of explained variance in collaboration (4 percent), while case-level variables account for most of the explained variance in compliance (9 percent). Cross-level interactions account for 1 percent of the total variance in collaboration and 3 percent in compliance. The predictive power of these models is very modest; at best, they account for 11 percent of the variance in collaboration and 15 percent in compliance. Findings from the conditional models are described below.
Collaboration
Results of the three-level, conditional model of collaboration are shown in table 5. The intercept (g 000 ) is not significantly different from zero, since the grand mean of the collaboration scale (expressed in z -scores) is zero. The coefficients (slopes) in table 5 indicate the direction of relationships between variables.
Case-level predictors.-As expected, FPS workers report lower levels of collaboration in cases with substance abuse problems, parental mental health problems, and severe child-care skill deficits. Holding these variables constant, we find lower levels of collaboration with AfricanAmerican caregivers than others. The positive influence of extended family members is related to greater collaboration.
Worker effects.-Regardless of the race of the parent or caregiver, African-American caseworkers report higher levels of collaboration than other workers. Workers' perceptions of the adequacy of their supervision and job clarity are associated with greater collaboration, while a strong deficit orientation and worker burnout are predictive of lower levels of collaboration. The level 2 random effect is statistically significant, indicating that there are significant differences between workers (within programs) in mean collaboration values after the influence of the predictor variables is taken into account.
Relationships between level 2 predictors and level 1 slopes suggest that collaboration is affected by interactions between some worker and case characteristics. (1) Workers with master's degrees report significantly higher levels of collaboration in substance abuse cases than other workers. (2) Workers with prior child welfare experience report lower levels of collaboration in cases with severe child-care skill deficits than workers without this experience. (3) Worker perceptions of the adequacy of their supervision seem to operate in tandem with the influence of extended family members; the combination of adequate supervision for workers and positive support from extended family members is predictive of higher levels of collaboration. None of the worker variables in our analysis affect collaboration in cases with parental mental illness or those with African-American caregivers.
Program effects.-Programs that tend to provide a wide range of concrete services and advocacy efforts have relatively higher levels of collaboration. With these predictors in the model, the level 3 random effect (the amount of unexplained variance in collaboration between programs) is no longer statistically significant. None of the program variables are related to level 2 slopes. Only one level 1 slope is affected by program measures: the influence of extended family members is not as strong in Chicago or in programs that frequently provide individual and family counseling services.
Compliance
The conditional model for compliance (table 6) is more complex than the one for collaboration. Compliance is directly related to all nine case characteristics, and the effects of six of these are moderated by worker and program variables. In addition, there are three significant workerlevel predictors of compliance, two of them moderated by program-level variables. Finally, three program characteristics are directly related to our compliance scale.
Case-level effects.-As expected, results suggest that caregivers in families with substance abuse problems, parental mental health problems, housing problems, and child-care skill deficits are not as compliant as those without these problems. Moreover, it seems that teenage caregivers are not as compliant as older parents and that African-American caregivers are not as compliant as others. The number of prior reports of child neglect is negatively associated with compliance. But prior court involvement is associated with greater compliance, as is the influence of extended family members.
Worker-level effects.-High ratings of supervision adequacy and autonomy are related to greater compliance, while a deficit orientation predicts lower levels of compliance. With these variables in the model, the level 2 random error (the amount of unexplained variation in compliance between workers within programs) is statistically significant.
As in the previous model, we estimate the impact of level 2 predictors on level 1 slopes. Compared with other workers, those with prior experience in child welfare report greater success in gaining the compliance of teenage caregivers. Workers who feel adequately supervised, those who report that their job responsibilities are not clear, and those who are not burned-out report relatively higher levels of compliance in chronic neglect cases. Caseworkers with a strong deficit orientation seem to obtain better compliance in cases with prior court involvement. However, a deficit orientation relates to lower levels of compliance in cases with greater support from extended family members. As before, we find no worker-level predictors of the slopes for parental mental illness or the caregiver's race.
Program-level effects.-Results suggest that programs with relatively small caseloads and those that more frequently provide advocacy and counseling services obtain higher levels of compliance. In this model, the level 3 random error is significant, meaning that there is still some unexplained variation in compliance between programs.
Looking at the influence of program variables on level 2 slopes, we find that the perceived adequacy of supervision seems particularly important in the Chicago area and that worker autonomy is especially crucial in programs that provide more intensive services to families. Some program characteristics relate to level 1 slopes. Programs with high caseloads have lower rates of compliance in substance abuse cases. Programs that provide a wide range of concrete services seem to be more successful in gaining the compliance of African-American caregivers. As with collaboration, the positive effect of extended family support on caregiver compliance is attenuated in Chicago and in programs that more frequently provide individual and family counseling.
Discussion
We have shown that two distinct components of client participation in FPS are related to a wide range of case, worker, and program factors. These findings should be viewed with several caveats in mind. First, the study design does not support conclusions about causality. Second, the measures of participation and predictor variables in our analysis are not ideal (measures never are). Like most studies of treatment participation, our study relies almost exclusively on worker reports. Workers' views of client participation are important because they affect decision making in child welfare ( Jellinek et al. 1992; Atkinson and Butler 1996; Karski 1999; Littell 1999) , but there may be little concordance between worker and client views of client participation. Since most of our case-level and worker-level measures came from the same worker, some associations between predictor and criterion variables may be inflated. The worker's overall view of the case may have influenced her responses to all questions about that case; if so, measures of presenting problems and client participation are not entirely independent. For this reason, we relied on as many ''objective'' case characteristics as possible (e.g., parental age, race, number of prior neglect reports, and prior court involvement). Consistent response sets across a variety of questions about clients and working conditions would inflate associations among variables at different levels. However, there is some evidence that common method error variance alone does not account for our findings: as indicated above, caseworkers account for less than 5 percent of the variance in compliance, suggesting that each worker makes distinctions between cases (i.e., does not rate them similarly) on these measures and that a response set bias does not affect their views of individual clients. This suggests that there is some independence between level 1 and level 2 predictors. Further, low zero-order correlations among predictor variables at each level suggest that these measures are somewhat independent.
Although we think this multilevel analysis of influences on treatment participation is both novel and conceptually sound, the proportion of variance explained by the predictor variables is disappointingly low (11 percent for collaboration and 15 percent for compliance). This may be because we relied on measures gathered for other (program evaluation) purposes. Still, the hierarchical linear models capture some of the direct, indirect, and interactive influences on participation of variables at three levels.
Our findings parallel those of other researchers who found that certain presenting problems, demographic characteristics, and external supports and constraints relate to treatment participation. Problems such as substance abuse and mental illness that impair client functioning may impede treatment participation. Other problems that are difficult to treat in FPS-chronic child neglect, severe child-care skill deficits, and inadequate housing-also relate to lower levels of participation.
As in mental health services, early childbearing and minority status are predictive of lower levels of participation in FPS. But these characteristics appear to interact with worker and program variables. For example, workers with prior experience in child welfare appeared to be more effective than others in gaining the compliance of teenage caregivers. There appear to be barriers to participation for African-American clients that are not surmounted by client-worker race matching. The reluctance of many African-American caregivers to become involved in FPS programs may reflect a distrust of traditional social service and child welfare agencies. This distrust is understandable, given the overrepresentation of African-American families and children in the child welfare system. Programs that routinely provided a wide array of concrete services seemed better able to gain the compliance of African Americans, perhaps because many of these clients needed material aid. We had no reliable measures of family income or poverty status, which may have been confounded with race and teenage parenting and may be important in its own right.
Some influences on participation appear to be external to treatment:
overall, extended family support is linked to greater collaboration and compliance, and prior court involvement predicts greater compliance in FPS. Some workers may be more effective than others in engaging certain clients, but we find few clear patterns here. Prior child welfare experience appears to have mixed effects that are not consistent across the two participation measures (i.e., lower levels of collaboration in cases with severe child-care skill deficits and greater compliance among teenage caregivers). Caseworkers with master's degrees are more likely to collaborate with caregivers with substance abuse problems but no more successful than other workers in gaining compliance in these cases. We are reluctant to make much of these findings.
In general, workers with a strong deficit orientation report lower levels of both collaboration and compliance. Worker perceptions of the quality of their supervision are positively associated with both participation measures. Job clarity predicts higher levels of collaboration, while burnout appears to have the opposite effect. Worker autonomy is linked to better compliance. Thus, workers' views of the families they serve and of their own working conditions seem to have an overall (direct) impact on one or both measures of client participation, while workers' prior education and experience may matter only in certain kinds of cases.
Program structure and emphasis appear to have some direct effects on client participation. Programs that provide a wide array of concrete services tend to have high levels of collaboration in treatment planning but have no more compliance than other programs. We suspect that the provision of concrete services is particularly important at the beginning of FPS, because it is difficult to address complex interpersonal problems when a family's material needs are not met. But material aid alone does not appear to be sufficient in many child welfare cases. Small caseloads and an emphasis on counseling services may be important as well, since these seem to foster compliance. An emphasis on advocacy is predictive of higher levels of both collaboration and compliance. These program characteristics may mask other, underlying differences in philosophy and organizational culture, including beliefs about the nature of family problems and helping relationships, and the relative emphasis on the worker's therapeutic versus social control functions. We are surprised that our measure of organizational climate has no direct or indirect effects on treatment participation in this sample, but perhaps other measures of program climate or culture would yield different results. Overall, program-level variations in service intensity (which are substantial) are not associated with participation measures. 7 As expected, some program effects are indirect, operating in tandem with worker characteristics. For instance, adequate supervision appears to be particularly important for workers in the Chicago area. Worker autonomy seems especially important in programs that provide relatively intensive services to families. Other program characteristics appear to mitigate the positive influence of extended family members, which is not as potent in Chicago or in FPS programs that strongly emphasize counseling.
Most of the variation in collaboration and compliance in the Illinois FPS programs can be attributed to differences between cases (holding worker and program influences constant). This does not mean that client characteristics are solely responsible for case-level variations. Rather, these variations may be due to unmeasured differences between cases in service delivery, interactions between workers and clients, and interactions between program and case characteristics. We have shown that significant cross-level interactions explain some of the case-level variations in collaboration and compliance. The nature, severity, and chronicity of parent and family problems affect participation in FPS, but if client participation is seen solely as a function of client characteristics, workers and program administrators may miss important opportunities to do whatever they can to engage clients in treatment. Client participation in treatment planning is not consistently sought by FPS workers (Rzepnicki and Budde 1991) . We believe that it should be.
Directions for Future Work
We found two components of participation in FPS (collaboration and compliance), but other distinctions could be made. For example, future studies might distinguish collaboration from congruence (agreement) in treatment planning and treat compliance and cooperation as separate phenomena. Further work is needed to identify important elements of client participation in FPS and other treatment settings.
Additional work is also needed to identify other potent influences on client participation in FPS. Although we examined a wide range of predictor variables, we would like to include even more. For instance, variations in treatment participation may relate to case-level differences in service characteristics (e.g., types, amounts, and duration of services); client perceptions of the perceived relevance, demands, and efficacy of the intervention Kazdin and Wassell 1999) ; the strength of the helping alliance (Dore and Alexander 1996) ; and the strategies workers use to engage clients and attain compliance (Hasenfeld and Weaver 1996) . Workers' expectations regarding client participation and outcomes are probably influential as well.
Further investigation of the effects of organizational variables on service provision, client participation, and outcomes is warranted. Organizational ideologies are thought to shape the helping process and roles (Hasenfeld and Weaver 1996) . Just as workers' beliefs guide their approaches to families, certain assumptions underlie the structure and emphasis of FPS programs; these include assumptions about the origins of and solutions to problems related to child maltreatment, the nature of effective helping relationships, and the types of organizational structures and supports that facilitate effective casework. There is little information on the effects of organizational ideologies on casework, client participation, and outcomes in child welfare. This topic will become increasingly important as public child welfare agencies increase their reliance on private service providers. Agency cultures that value client participation, promote respect, emphasize practical help (e.g., material aid), and provide adequate support and supervision for frontline staff may be most effective in obtaining active participation in FPS.
Conclusions
Treatment participation is a complex phenomenon that is not well understood, particularly in involuntary settings. Just as little is known about what workers actually do in many ''people-changing'' programs, clients' activities and responses to treatment are rarely documented in much detail. Our study makes a modest contribution to understanding the wide range of factors that may affect client participation in intensive family preservation services. We identified two distinct components of participation and several variables at the case, worker, and program levels that were helpful in explaining variations in participation. Findings support an overall view of treatment participation as a multifaceted phenomenon that is affected by client, worker, and program characteristics; by influences external to treatment (e.g., extended family members and the legal system); and by interactions among these factors.
Further work is needed to identify important components of participation in various treatment settings and to understand the meanings of participation phenomena to both clients and helpers. Multilevel models of the influences on treatment participation are particularly promising, since they can capture important interactions among client, worker, and program characteristics. We hope that more robust models of treatment participation will be developed in the future. In particular, more attention should be paid to the direct, indirect, and interactive effects of worker and program characteristics since these may be mutable and have been underinvestigated. Better understanding of the factors that affect participation in FPS and other psychosocial interventions might lead to the development of more effective strategies for engaging clients in change efforts. This could improve their presently modest chances for success.
